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Dear Editor, We would like to thank Dr. Pontone and his colleagues for their interest in our review paper 1 and their letter to this esteemed journal. They raise some important questions that we will be glad to answer even though they are unrelated to the manuscript we wrote. Our goal was not to review the treatment of esophageal achalasia, but rather to assess the role of fundoplication after the myotomy, and to identify the best procedure that limits postoperative reflux while avoiding recurrent dysphagia.
Dr. Pontone et al. raise three points: (1) the superiority of the Dor fundoplication over the Toupet fundoplication, (2) the influence of previous endoscopic therapy on the outcome of the myotomy, and (3) the use of intra-operative endoscopy. There is no definite evidence that shows the superiority of the Dor fundoplication over the Toupet fundoplication. Since both procedures seem to be very similar in terms of clinical outcome and complications, the choice is based on surgeons' preference. Although we prefer an anterior wrap, others have excellent results with a posterior wrap. 2 Many studies have shown that previous therapy, either intra-sphincteric injections of botulinum toxin or pneumatic dilatation, makes the myotomy more difficult to perform because of the loss of the normal anatomic planes. In addition, the results are less predictable and often worse than those obtained in patients who have never been treated before the myotomy. 3, 4 We agree that intra-operative endoscopy may help identify the esophago-gastric junction, guiding the extent of the myotomy. 5 However, with more experience, this step can be avoided in most cases.
